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Predicting Preschooler Obesity at Birth: The Role of
Maternal Obesity in Early Pregnancy

Robert C. Whitaker, MD, MPH

ABSTRACT. Objective. Knowing risk factors at birth
for the development of childhood obesity could help to
identify children who are in need of early obesity pre-
vention efforts. The objective of this study was to deter-
mine whether children whose mothers were obese in
early pregnancy were more likely to be obese at 2 to 4
years of age.

Methods. A retrospective cohort study was conducted
of 8494 low-income children who were enrolled in the
Special Supplemental Nutrition Program for Women, In-
fants, and Children (WIC) in Ohio and were followed
from the first trimester of gestation until 24 to 59 months
of age. Measured height and weight data from WIC were
linked to birth certificate records for children who were
born in the years 1992–1996. Obesity among 2- to 4-year-
olds was defined as a body mass index (BMI) >95th
percentile for age and gender. Mothers were classified as
obese (BMI >30 kg/m2) or nonobese (BMI <30 kg/m2) on
the basis of BMI measured in the first trimester of the
child’s gestation.

Results. The prevalence of childhood obesity was
9.5%, 12.5%, and 14.8% at 2, 3, and 4 years of age, respec-
tively, and 30.3% of the children had obese mothers. By 4
years of age, 24.1% of children were obese if their moth-
ers had been obese in the first trimester of pregnancy
compared with 9.0% of children whose mothers had been
of normal weight (BMI >18.5 and <25 kg/m2). After
controlling for the birth weight, birth year, and gender of
the children plus the mothers’ age, race/ethnicity, educa-
tion level, marital status, parity, weight gain, and smok-
ing during pregnancy, the relative risk of childhood obe-
sity associated with maternal obesity in the first trimester
of pregnancy was 2.0 (95% confidence interval [CI]: 1.7–
2.3) at 2 years of age, 2.3 (95% CI: 2.0–2.6) at 3 years of age,
and 2.3 (95% CI: 2.0–2.6) at 4 years of age.

Conclusion. Among low-income children, maternal
obesity in early pregnancy more than doubles the risk of
obesity at 2 to 4 years of age. In developing strategies to
prevent obesity in preschoolers, special attention should
be given to newborns with obese mothers. Pediatrics
2004;114:e29 –e36. URL: http://www.pediatrics.org/cgi/
content/full/114/1/e29; obesity, child, mothers, birth
weight, pregnancy.

ABBREVIATIONS. WIC, Special Supplemental Nutrition Program
for Women, Infants, and Children; BMI, body mass index; WHZ,
weight-for-height z score; OR, odds ratio.

Although there are twice as many obese chil-
dren now as there were 20 years ago,1 we still
know little about the exact cause of this trend

or how best to stop it. However, if the trend is to be
slowed, then there are several reasons that obesity
prevention may be a better approach than obesity
treatment and why prevention efforts should begin
very early in life. A major reason to begin prevention
early is that the prevalence of obesity has increased
even among preschoolers,2–5 many of whom remain
obese into adolescence.6 Furthermore, obesity in-
creases the risk of physiologic,7 functional,8 and
emotional morbidity9 in children, and obese children
are also at increased risk of obesity10,11 and mortali-
ty12,13 in adulthood.

In the United States, obesity is now recognized as
a major public health problem that requires popula-
tion-level approaches to prevention that alter the
environment to affect food intake and energy expen-
diture.14–16 However, as a complement to this strat-
egy, it will remain important to have an individual-
level approach to prevention that involves
behavioral counseling, especially for families whose
children are at highest risk of becoming obese early
in life.17 One major difficulty with the latter ap-
proach is that few available data allow identification,
at birth, of those who are at highest risk to become
obese preschoolers.

The Special Supplemental Nutrition Program for
Women, Infants, and Children (WIC) provides an
ideal setting for identifying newborns who are at
highest risk for later obesity and for subsequently
developing an approach to preventing the develop-
ment of obesity in preschoolers. WIC is a federal
program that provides supplemental food and nutri-
tion counseling to low-income pregnant and postpar-
tum mothers and to their children from birth until 60
months of age. Almost half of US children are en-
rolled in WIC at some point during infancy, and
almost 1 in 4 US children are enrolled at 2 to 4 years
of age.18

It was established long ago in cross-sectional stud-
ies that obesity aggregates within families and that
obese mothers are more likely to have obese chil-
dren.19,20 However, no study has ever examined the
probability of obesity in preschoolers according to
maternal weight during early pregnancy. This study
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tested the hypothesis that newborns whose mothers
are obese in the first trimester of pregnancy are at an
increased risk of being obese at 2 to 4 years of age.

METHODS

Overview
This retrospective cohort study involved a sample of children

from Ohio WIC. These were children who were born in the years
1992–1996 and for whom clinical data were available from their
first trimester of gestation until 24 to 59 months of age. Clinical
data that are routinely available at birth were used to predict
obesity in the preschool years. The study data were assembled by
linking children’s height and weight measurements, obtained in
WIC, to their birth certificate data and to the height and weight
measurements collected on their mothers in WIC during the first
trimester of pregnancy.

A mother or a child can meet the income eligibility criteria for
WIC when their household income is �185% of the federal pov-
erty level (�$34 040 per year for a family of 4 in 2003).21 However,
children can also meet the income eligibility criteria when they are
enrolled in Medicaid. During the time of this study, the cut point
for Ohio Medicaid eligibility was as high as 309% of the federal
poverty level.22

Height and weight measurements on mothers and children are
obtained as part of the nutritional assessment to determine eligi-
bility for WIC. For pregnant women, these measurements occur at
the time of WIC enrollment. For children, they occur at enrollment
and at 6-month intervals when recertification visits are required.
These height and weight data are recorded in a computerized
database.

Through computerized record linkage, WIC anthropometric
data were combined with birth certificate data, and this process
also allowed the joining of the anthropometric data on mothers
and children, a linkage not otherwise possible within the Ohio
WIC database. The Ohio WIC database included visit records for
the period January 1, 1994, through June 30, 2001, but it also
included visit data from before 1994 on any mother or child who
was enrolled in WIC on January 1, 1994. Children in the WIC
database were linked to birth certificate data from the years 1992–
1996. The Institutional Review Boards of Cincinnati Children’s
Hospital Medical Center and the Ohio Department of Health
approved this study, and each waived the requirement for indi-
vidual subject consent for the analyses of these administrative
data.

Data Linkage
All linkages between the WIC and birth certificate databases

were accomplished using 9 data fields contained in each database:
the child’s full name (first, middle initial, and last), birth date, and
gender along with the mother’s full name (first, middle initial, and
last) and birth date. First, all records in WIC for each child were
linked using the child’s name, gender, and birth date. Therefore,
children who had breaks in WIC enrollment, entered foster or
adoptive care, or made moves within the state had all of their WIC
data consolidated even when they were assigned different WIC
identification numbers over time. Maternal WIC visit records were
also linked using not only the mother’s name and birth date but
also the mother’s social security number. Because mothers in the
WIC database often used maiden names and/or multiple married
names, records with the same social security number, birth date,
first name, and middle initial were considered to be from the same
woman even when the last names did not match. This process
consolidated maternal WIC data across multiple pregnancies in
which mothers may have been enrolled using different WIC iden-
tification numbers and/or last names.

Child WIC data were linked to maternal WIC data in a 2-step
process. All children in WIC were first linked to their birth certif-
icate, and then the name of the child’s mother, obtained from the
birth certificate, was used to link the child to the mother’s WIC
data. The link of WIC children to their birth certificates was made
only when there was a complete match on name (first, middle
initial, and last), gender, and birth date. This reduced the possi-
bility of linking a child in WIC to the incorrect birth certificate data
and, in turn, to the WIC data of the wrong mother. The mother’s
birth date, first name, middle initial, and both married and maiden
last names on the birth certificate were used to link the child to the

mother’s WIC records, if available. When a mother in WIC used
�1 last name, a linkage was attempted to any of the last names
that she used in WIC.

Study Measures

Anthropometric Data
Ohio WIC used the recommend protocols, developed by the

Centers for Disease Control and Prevention, for obtaining height
and weight measurements.23–25 Both mothers and children were
evaluated while wearing light clothing and no shoes. Weight was
obtained with an electronic or balance-beam scale, and stature was
obtained using a stadiometer (usually wall mounted). Measure-
ments were recorded to the nearest quarter of a pound (0.1 kg) and
quarter of an inch (0.6 cm).

Study Covariates From the Birth Certificates
The child’s birth certificate provided the following variables:

the child’s birth weight, gestational age, gender, birth year, and
birth plurality (singleton vs multiple birth) plus the mother’s
race/ethnicity, parity, cigarette use in pregnancy (yes/no), edu-
cation (years), pregnancy weight gain, and marital status. Because
there were so few mothers in Ohio of Hispanic origin, all mothers
who reported Hispanic origin on the birth certificate, regardless of
race, were combined and 4 separate maternal race/ethnicity
groups were used in the analysis: white (non-Hispanic), black
(non-Hispanic), Hispanic, and “other.” I used no paternal data
because paternal information was not recorded on �20% of birth
certificates and no information on paternal height or weight was
recorded in the WIC database.

Children were placed into 3 categories of birth weight for
gestational age—small (�10th percentile), appropriate (10th–89th
percentile), and large (� 90th percentile)—using separate gender-
and maternal parity-specific percentiles for non-Hispanic whites
(used for whites and “others”),26 Mexican Americans (used for
Hispanics),26 and blacks.27 The clinical gestational age was used
rather than the gestational age calculated from the date of the last
menstrual period. This choice was made because the date of the
last menstrual period was missing in 23% of the WIC children who
linked to their birth certificates and because the distribution of
birth weight among children �35 weeks’ gestation was less
skewed when using the clinical gestational age measure.27 Birth
weights �400 g or �7000 g and gestational ages �23 weeks or �43
weeks were considered implausible and set to missing. Pregnancy
weight gain was computed as the net rate of weight gain (kilo-
grams/week) by subtracting the birth weight from the self-re-
ported pregnancy weight gain and then dividing the result by the
number of weeks of gestation.

Cleaning of Anthropometric Data and Calculation of
Body Mass Index

Child Data
Between January 1, 1994, and June 30, 2001, a total of 203 788

unique children visited an Ohio WIC clinic and were 24 to 59
months of age at the visit and had been born in the years 1992–
1996. The weight-for-height z score (WHZ) for each child’s avail-
able paired height and weight measurement was calculated using
the 2000 Centers for Disease Control and Prevention growth ref-
erence.28 Paired measurements were excluded when the height
was outside the range used to calculate WHZ in the growth
reference (77–121.5 cm) or when the WHZ was biologically im-
plausible29 (WHZ ��4 or �5). The remaining paired measure-
ments were converted to a body mass index (BMI) value (kg/m2),
the preferred method for assessing childhood fatness on the basis
of weight and height measures,30 leaving at least 1 BMI value on
203 345 children.

Maternal Data
From all of the measured height values available on each

mother in the WIC database, the median was selected. After
maternal weight values that were considered implausible were
removed (�50 pounds or �500 pounds), weights that were ob-
tained during the child’s first trimester of gestation were selected
after the pregnancy was dated using the child’s birth date and
gestational age. This first-trimester weight served as the proxy for
the maternal weight at conception because measured maternal
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prepregnancy weight is rarely available, self-reported prepreg-
nancy weight varies by sociodemographic factors, and, despite
individual variations, the weight gain in the first trimester of
pregnancy is small (1–2 kg).31,32 For each child, the mother’s
first-trimester BMI was computed from her median height and her
earliest recorded first-trimester weight.

Data Analysis
Of the 203 345 children with at least 1 valid BMI measure,

110 343 could be linked the their birth certificate, and, of these,
51 542 could be linked to their mother’s WIC records. The final
study sample was reduced to 8494 children who also had data
available on their mother’s BMI during the first trimester of ges-
tation and who were singleton births. Analyses were conducted
separately on 3 subsamples of these children: those with at least 1
BMI measurement at 1) 2 years of age (24–35 months; n � 7188),
2) 3 years of age (36–47 months; n � 6438), and 3) 4 years of age
(48–59 months; n � 5401). Each child did not contribute BMI data
at each age interval. Of the 8494 children studied, 4230 had data in
all 3 age intervals, 2073 in 2 age intervals, and 2191 in only 1 age
interval. The entire analysis was not restricted to the smaller
sample of children with data in all 3 age intervals because doing
so would have increased the variance in the estimates, at each age,
of the risk of childhood obesity associated with maternal obesity.
When a child had �1 valid BMI measurement in a given age
interval, 1 BMI measurement in that interval was randomly se-
lected for the analysis. There were no siblings within each age
group.

All variables were reported categorically to facilitate clinical
interpretation and application. The primary outcome variable was
obesity (BMI �95th percentile) at 2, 3, and 4 years of age, and the
main predictor variable was the maternal first-trimester BMI level,
categorized according to the 5 levels established by the World
Health Organization.29 Maternal BMI was also examined as a
dichotomous variable, and mothers with a BMI �30 kg/m2 were
considered obese. �2 tests were used to evaluate the bivariate
association of childhood obesity with maternal BMI categories and
with the levels of each covariate. To assess the possible interaction
between maternal obesity and several covariates (the child’s gen-
der and birth weight and the mother’s race/ethnicity, smoking
status, age, and pregnancy weight gain), I calculated the relative
risk of childhood obesity associated with maternal obesity at each
level of the covariate (eg, relative risks in each of the 3 birth weight
groups). The relative risks were compared across these levels
using the Mantel-Haenszel test of homogeneity to identify signif-
icant differences in relative risks (eg, across the 3 birth weight
groups, comparing the relative risk of child obesity associated
with maternal obesity). To examine the independent association of
maternal first-trimester BMI level with childhood obesity, I con-
ducted multivariate logistic regression analyses to adjust for co-
variates such as birth weight. Covariates were placed in the re-
gression models when they were significantly (P � .05) associated
with childhood obesity in at least 1 age group in bivariate analyses
and/or had been shown in previous studies to be associated with
childhood obesity.

RESULTS
The majority of the 8494 children were born to

mothers who were either white or black (Table 1).
One third were born to mothers who smoked during
pregnancy, and one third were born to mothers who
had not finished high school. Delivery occurred be-
fore 37 weeks’ gestation for 8.7% of children and
before 33 weeks for 1.8%. The prevalence of child-
hood obesity was 9.5%, 12.5%, and 14.8% at 2, 3, and
4 years of age, respectively. On the basis of the BMI
value at each child’s oldest age of measurement
(mean age: 48.2 months), the prevalence of obesity
was 13.2%, and the prevalence was 13.1%, 13.4%, and
15.0% (P � .72) in the children of white, black, and
Hispanic mothers, respectively. Maternal BMI was
measured, on average, at 9.3 weeks’ gestation, and
the mean (�standard deviation) BMI was 27.3 � 7.2

kg/m2. More than 30% of the children had a mother
who was obese, and almost 1 in 15 had a mother with
a BMI �40 kg/m2 (Table 1). The rates of maternal
prepregnancy obesity did not differ significantly ac-
cording to the year of measurement (data not shown)
but did differ by maternal race/ethnicity (29.4% in
whites, 35.5% in blacks, 23.7% in Hispanics; P �
.001).

Obesity during the preschool years was strongly
associated with the prepregnancy BMI level of the
mother (Table 2). Among children whose mothers
were obese in the first trimester of pregnancy (BMI
�30 kg/m2), the prevalence of obesity at ages 2, 3,
and 4 years was 15.1%, 20.6%, and 24.1%, respec-
tively, which was 2.4 to 2.7 times the prevalence of
obesity among children who were born to normal-

TABLE 1. Characteristics of 8494 Children at Birth

n* %

Maternal BMI†
�18.5 kg/m2 430 5.1
18.5–24.9 kg/m2 3476 40.9
25–29.9 kg/m2 2016 23.7
30–39.9 kg/m2 2037 24.0
�40 kg/m2 535 6.3

Birth weight
�2500 g 651 7.7
2500–3999 g 7015 82.7
�4000 g 821 9.7

Birth weight for gestational age
Small (�10th percentile) 1067 12.6
Appropriate (10–89th percentile) 6704 78.3
Large (�90th percentile) 688 8.1

Child gender
Female 4289 50.5
Male 4205 49.5

Maternal race/ethnicity‡
White 6754 79.5
Black 1475 17.4
Hispanic 207 2.4
Other 58 0.7

Parity
First-born child 4116 48.6
Not a first-born child 4356 51.4

Smoking in pregnancy
No 5690 67.1
Yes 2785 32.9

Birth year
1992 70 0.8
1993 1440 17.0
1994 2031 23.9
1995 2481 29.2
1996 2472 29.1

Maternal education
�High school 224 2.6
Some high school 2519 29.7
High school 4327 51.1
Some college 1231 14.5
College or beyond 171 2.0

Marital status
Married 3817 44.9
Not married 4677 55.1

Maternal age
�18 y 726 8.5
18–24 y 4693 55.3
25–29 y 1695 20.0
�30 y 1380 16.2

* Children have missing values where total does not equal 8494.
† Measured in the first trimester of child’s gestation.
‡ Mutually exclusive categories where the “Hispanic” category
includes those of any race listing “Hispanic” ethnicity.
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weight mothers (BMI �18.5 and �25 kg/m2).
Among those who were born to obese mothers, the
prevalence of BMI �85th percentile at ages 2, 3, and
4 years was 28.4%, 36.9%, and 41.2%, respectively.

Children of obese mothers were twice as likely as
those of nonobese mothers to be large for gestational
age at birth (12.4% vs 6.3%; P � .001). Children who
were large for gestational age were also more likely
to be obese preschoolers (Table 2). No other covari-
ates had nearly as strong or consistent an association
with preschooler obesity, but some patterns of asso-
ciation were present. For example, newborns who
were male, were first born, or had a mother of His-

panic ethnicity tended to have a higher prevalence of
obesity as preschoolers. There was also a trend for
children who were born in later birth years or to
mothers who were older to have a higher prevalence
of obesity. Although mothers who smoked during
pregnancy were more likely than nonsmokers to
have children who were small for gestational age
(20.2% vs 8.9%; P � .001), they tended to have chil-
dren who were more likely to be obese as preschool-
ers. There was no definite pattern of bivariate asso-
ciation between becoming obese as a preschooler and
the mother’s education level, marital status, or
weight gain during pregnancy. When interactions

TABLE 2. Relationship Between Characteristics of Children at Birth and the Percentage of Children Obese (BMI �95th Percentile) at
Various Preschool Ages

Characteristic at Birth 2-Year-Olds (24–35
Months; n � 7188)

3-Year-Olds (36–47
Months; n � 6438)

4-Year Olds (48–59
Months; n � 5401)

% Obese P Value* % Obese P Value* % Obese P Value*

Maternal BMI† �.001 �.001 �.001
�18.5 kg/m2 2.5 4.4 4.7
18.5–24.9 kg/m2 6.4 7.5 9.0
25–29.9 kg/m2 9.0 12.0 14.5
30–39.9 kg/m2 13.9 19.7 22.8
�40 kg/m2 19.4 24.0 28.8

Birth weight for gestational age �.001 �.001 �.001
Small (�10th percentile) 5.2 6.5 8.7
Appropriate (10–89th percentile) 9.1 12.6 14.7
Large (�90th percentile) 20.5 21.2 25.6

Gender .15 �.001 .002
Female 9.0 10.7 13.3
Male 10.0 14.4 16.3

Race/ethnicity (mother)‡ .03 .08 .59
White 9.4 12.7 14.6
Black 9.2 11.1 15.2
Hispanic 15.6 17.9 17.8
Other 14.8 10.5 9.7

Parity .12 .013 .10
First-born child 10.1 13.6 15.6
Not a first-born child 9.0 11.5 14.0

Smoking in pregnancy .03 .28 .51
No 9.0 12.2 14.6
Yes 10.6 13.2 15.3

Pregnancy weight gain§ .003 .001 0.15
Quartile 1 (lowest) 11.2 14.4 15.9
Quartile 2 7.5 10.4 12.9
Quartile 3 9.5 11.0 14.3
Quartile 4 (highest) 9.6 13.6 15.2

Birth year .06 .10 .24
1992–1993 9.4 11.8 13.3
1994 8.0 11.6 14.1
1995 10.2 12.1 14.9
1996 10.3 14.1 16.1

Maternal education .47 .23 .08
�High school 9.6 14.4 14.2
Some high school 9.4 11.7 13.5
High school 10.0 13.3 15.9
Some college 8.4 11.0 13.2
College or beyond 7.2 13.6 19.8

Marital status .64 .58 .53
Married 9.4 12.3 14.4
Not married 9.7 12.7 15.1

Maternal age .08 .05 .05
�18 y 7.1 9.3 11.6
18–24 y 9.3 12.3 14.4
25–29 y 10.6 13.9 16.7
�30 y 10.0 13.1 15.4

Total 9.5 12.5 14.6

* P value for �2 test.
† Measured in the first trimester of child’s gestation.
‡ Mutually exclusive categories where the “Hispanic” category includes those of any race listing “Hispanic” ethnicity.
§ Net rate of pregnancy weight gain (maternal weight gain � birth weight/length of gestation).
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were evaluated, there were no significant (P � .05)
differences in the association between maternal obe-
sity and preschooler obesity according to child gen-
der or birth weight category or maternal age, race/
ethnicity, smoking status, or pregnancy weight gain.
For example, the relative risks of child obesity at 4
years of age associated with maternal obesity were
1.8, 2.2, and 2.2 in small-, appropriate-, and large-for-
gestational-age infants, respectively (other data not
shown).

After adjusting for all covariates, including birth
weight category, the association between the moth-

er’s BMI level in the first trimester of pregnancy and
the child’s obesity at all preschool ages was strong
and increased with increasing maternal BMI (Table
3). In the multivariate regression models for each
preschool age (Table 3), large birth weight for gesta-
tional age, being first born, and having a mother who
smoked during pregnancy all were independently
associated with higher obesity risk. Boys were at
higher risk at 3 and 4 years of age but not at 2 years
of age.

In these same multivariate models (Table 3), when
maternal BMI was entered as a dichotomous variable

TABLE 3. Logistic Regression Models Showing Adjusted Odds* of Obesity (BMI �95th Percentile) at Various Preschool Ages

Characteristic at birth 2-Year-Olds (24–35
Months; n � 6764†)

3-Year-Olds (36–47
Months; n � 6063†)

4-Year Olds (48–59
Months; n � 5089†)

OR 95% CI OR 95% CI OR 95% CI

Maternal BMI‡
�18.5 kg/m2 0.41 0.21–0.81 0.63 0.36–1.10 0.56 0.31–1.00
18.5–24.9 kg/m2 1.00§ 1.00 1.00
25–29.9 kg/m2 1.42 1.13–1.79 1.69 1.35–2.10 1.75 1.40–2.18
30–39.9 kg/m2 2.28 1.84–2.83 3.06 2.49–3.76 3.07 2.48–3.79
�40 kg/m2 3.05 2.22–4.18 3.82 2.8–5.19 4.31 3.17–5.87

Birth weight for gestational age
Small (�10th percentile) 0.55 0.39–0.76 0.49 0.35–0.67 0.61 0.45–0.83
Appropriate (10–89th percentile) 1.00 1.00 1.00
Large (�90th percentile) 2.33 1.84–2.96 1.59 1.25–2.03 1.69 1.32–2.17

Gender
Female 1.00 1.00 1.00
Male 1.10 0.93–1.30 1.41 1.21–1.66 1.27 1.08–1.49

Race/ethnicity (mother)�
White 1.00 1.00 1.00
Black 0.99 0.78–1.25 0.82 0.65–1.03 1.02 0.81–1.27
Hispanic 1.87 1.17–3.00 1.47 0.94–2.31 1.20 0.75–1.94
Other 2.67 1.21–5.93 1.11 0.38–3.28 0.83 0.24–2.86

Parity
First-born child 1.33 1.09–1.62 1.42 1.17–1.70 1.34 1.11–1.62
Not a first-born child 1.00 1.00 1.00

Smoking in pregnancy
No 1.00 1.00 1.00
Yes 1.43 1.19–1.72 1.25 1.05–1.49 1.21 1.01–1.45

Pregnancy weight gain¶
Quartile 1 (lowest) 1.00 1.00 1.00
Quartile 2 0.79 0.62–1.00 0.84 0.67–1.05 0.95 0.76–1.20
Quartile 3 1.00 0.79–1.26 0.95 0.75–1.20 1.12 0.89–1.42
Quartile 4 (highest) 0.92 0.72–1.16 1.07 0.86–1.34 1.09 0.87–1.37

Birth year
1992/1993 1.00 1.00 1.00
1994 0.82 0.63–1.08 0.96 0.74–1.25 1.13 0.86–1.48
1995 1.12 0.87–1.43 0.99 0.78–1.27 1.19 0.92–1.53
1996 1.05 0.82–1.35 1.16 0.91–1.48 1.26 0.98–1.63

Maternal education
�High school 1.23 0.72–2.11 1.40 0.86–2.27 1.10 0.66–1.84
Some high school 1.12 0.9–1.38 1.00 0.82–1.22 0.94 0.77–1.16
High school 1.00 1.00 1.00
Some college 0.74 0.57–0.97 0.76 0.59–0.97 0.76 0.59–0.97
College or beyond 0.67 0.34–1.31 1.05 0.60–1.84 1.14 0.64–2.03

Marital status
Married 1.00 1.00 1.00
Not married 1.02 0.85–1.22 1.11 0.94–1.32 1.06 0.89–1.27

Maternal age
�18 y 0.76 0.52–1.11 0.79 0.55–1.12 0.93 0.66–1.32
18–24 y 1.00 1.00 1.00
25–29 y 1.21 0.97–1.52 1.23 0.99–1.52 1.20 0.96–1.49
�30 y 1.09 0.85–1.40 1.13 0.89–1.44 1.06 0.83–1.35

CI indicates confidence interval.
* Each column in the table represents a single model with all ORs adjusted for all other variables in the column.
† Sample size is reduced because some cases had missing data on variables included in the regression model.
‡ Measured in the first trimester of child’s gestation.
§ OR of 1.0 indicates the referent category for each variable.
� Mutually exclusive categories where the “Hispanic” category includes those of any race listing “Hispanic” ethnicity.
¶ Net rate of pregnancy weight gain (maternal weight gain � birth weight/length of gestation).
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(obese, BMI �30 kg/m2, and nonobese, BMI �30
kg/m2) rather than as 5 BMI levels, the adjusted
odds (95% confidence intervals) of obesity at 2, 3, and
4 years of age associated with maternal obesity were
2.2 (1.8–2.6), 2.6 (2.2–3.1), and 2.6 (2.2–3.1), respec-
tively. These odds ratios (ORs) did not change when
birth weight, pregnancy weight gain, and maternal
age at delivery were entered in the model as contin-
uous variables (data not shown). When only mater-
nal obesity was entered in the model, the addition of
birth weight for gestational age modestly altered the
value of the regression coefficient associated with the
maternal obesity (8% change at 2 years of age and 5%
at ages 3 and 4 years). When the ORs for maternal
obesity were converted to relative risks33 to account
for the high prevalence of childhood obesity in chil-
dren of nonobese mothers (8%–9%), the adjusted
relative risks of childhood obesity associated with
maternal obesity were 2.0 (1.7–2.3), 2.3 (2.0–2.6), and
2.3 (2.0–2.6) at 2, 3, and 4 years of age, respectively.

DISCUSSION
In this sample of almost 8500 low-income pre-

school children enrolled in Ohio WIC between 1994
and 2001, �30% of their mothers were obese in the
first trimester of pregnancy. Even after controlling
for birth weight, newborns whose mothers were
obese in early pregnancy were more than twice as
likely to be obese preschoolers. By 4 years of age,
obesity was present in almost 1 in 4 of the children
who were born to obese mothers compared with �1
in 10 of children who were born to normal-weight
mothers. Obesity during the preschool years was
also associated with other clinical factors easily as-
sessed at birth, such as high birth weight, being first
born, and having a mother who smoked in preg-
nancy. However, in multivariate models that con-
tained a number of risk factors, maternal obesity in
early pregnancy emerged as the risk factor with the
largest OR.

The study was limited to children in a single-state
WIC program, and it evaluated only children whose
mothers had BMI measured in WIC during the first
trimester of the pregnancy. However, the rates of
childhood obesity18 and maternal obesity34 were
similar to those described in the WIC population as a
whole during this period. The internal validity of
these findings is enhanced by several aspects of the
study method: the measurement of both maternal
and child BMI, the application of a high-specificity
data linkage algorithm, and the adjustment for a
variety of other clinical variables that might con-
found the association between maternal and child
obesity. Although BMI data on fathers might have
further enhanced the prediction of early childhood
obesity, these data were unavailable for analysis, just
as they are often unavailable in clinical practice.

It has previously been shown that prepregnancy
BMI in mothers is associated with obesity in young
adulthood,35–37 but it has not been clear how early in
life children who are born to obese mothers begin to
express their risk of obesity. Stunkard et al38 sug-
gested that this risk relationship does not emerge
until at least 3 to 4 years of age, but the results here

show that children who were born to obese mothers
were twice as likely to be obese by 2 years of age.

There are many mechanisms by which a mother’s
obesity in early pregnancy might confer risk of obe-
sity to her child, including the child’s inheritance of
genes that confer susceptibility to obesity,39 the ef-
fects of maternal obesity on the intrauterine environ-
ment,40,41 and the maternal role in shaping the
child’s postnatal eating and activity environment.
This study cannot distinguish among those possibil-
ities. Although obese mothers delivered children
with higher birth weights, the odds of preschooler
obesity associated with maternal obesity changed
little with the addition of the child’s birth weight to
the regression models. This suggests that effect of the
mother’s obesity on the child’s obesity was not pri-
marily mediated by those intrauterine influences that
are expressed in higher birth weight.42 Indeed, by
adulthood, the association of birth weight with adult
fatness is no longer present after controlling for ma-
ternal prepregnancy weight.35,37

In addition to this study, at least 4 others have now
shown an association between maternal smoking in
pregnancy and obesity in children.43–46 The mecha-
nism for this association remains unclear, and the
association is a paradoxical one given that maternal
smoking reduces birth weight and that lower birth
weight is associated with lower BMI later in life.40,41

One explanation may be that maternal smoking in
pregnancy is a proxy for the child’s postnatal envi-
ronment in terms of diet and activity behaviors that
are difficult to measure and that smoking during
pregnancy does not, in itself, cause obesity in chil-
dren. It is also plausible, however, that smoking af-
fects the appetite regulation system in the develop-
ing brain.47,48 Regardless of the mechanism linking
maternal prenatal smoking and offspring obesity, the
finding may be of clinical importance because there
is emerging evidence that risk of obesity-related
morbidity is higher in children who become obese
after being born at low birth weight than in children
who become obese after being born at normal or high
birth weight.49–51

The findings of this study highlight the impact of
maternal and child health on the current obesity
epidemic. The population-level burden now im-
posed by obesity is likely to worsen even while obe-
sity receives increasing attention as a public health
problem. This is likely in consideration of the follow-
ing: half of infants in the United States are living in
households that meet the income-eligibility criteria
for WIC, nearly one third of mothers in WIC are
already obese when they conceive, one quarter of all
children who are born to obese mothers are already
obese by 4 years of age, and obese 4-year-olds who
have obese mothers are 3 times more likely to be
obese in young adulthood.52

Viewed more optimistically, however, the period
before a mother conceives, during her pregnancy,
and in the early years of her child’s life may provide
important opportunities to prevent obesity by affect-
ing an intergenerational cycle that promotes obesity.
In this regard, WIC is potentially well suited to have
a role in obesity prevention because WIC reaches
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pregnant mothers and young children and is focused
on nutrition-related health outcomes. Childhood
obesity has now become the most significant nutri-
tional problem facing the WIC population, and obe-
sity-prevention strategies are being actively ad-
dressed by WIC. The data reported here strongly
support the programmatic step recently taken by
WIC to implement a new nutrition risk criterion,
entitled “at risk for overweight.” This criterion now
permits income-eligible children to be certified for
WIC if they are born to mothers who were obese in
pregnancy. Although we still do not understand the
best way to prevent childhood obesity, these data
suggest that where the resources to address this
problem are necessarily limited, we should consider
focusing on children who are born to obese mothers,
and we should try to develop interventions that be-
gin at or before the birth of the child.

ACKNOWLEDGMENTS
This study was presented, in part, at the Pediatric Academic

Societies Meeting; April 28, 2001; Baltimore, MD; and at the North
American Association for the Study of Obesity; October 8, 2001;
Quebec City, Canada.

This work was completed with grant support from the US
Department of Agriculture, Economic Research Service (43-
3AEM-9-80100). I also received financial support for this project
from Cincinnati Children’s Hospital Medical Center (Trustee
Award) and Princeton University (Center for Health and Wellbe-
ing, Woodrow Wilson School of Public and Internal Affairs).

The contents of this publication do not necessarily reflect the
views or policies of the US Department of Agriculture. The US
Department of Agriculture did not participate in any aspects of
the study design; data management; data analysis; interpretation
of the data; or preparation, review, or approval of the manuscript.

I thank Larry Prohs, the former Ohio WIC director, and Cathe-
rine Cooper-Widener, former Chief Information Officer at Cincin-
nati Children’s Hospital Medical Center, without whose efforts
this research would not have been possible. In addition, I thank
Jane Khoury, Bin Chen, Alphonse Vu, and Leigh Ann Chamberlin
for assistance with various aspects of data management and Hil-
lary L. Burdette for careful reviews of this manuscript.

REFERENCES
1. Ogden CL, Flegal KM, Carroll MD, Johnson CL. Prevalence and trends

in overweight among US children and adolescents, 1999–2000. JAMA.
2002;288:1728–1732

2. Mei Z, Scanlon KS, Grummer-Strawn LM, Freedman DS, Yip R, Trow-
bridge FL. Increasing prevalence of overweight among US low-income
preschool children: the Centers for Disease Control and Prevention
pediatric nutrition surveillance, 1983 to 1995. Pediatrics. 1998;101(1).
Available at: www.pediatrics.org/cgi/content/full/101/1/e12

3. Chinn S, Rona RJ. Prevalence and trends in overweight and obesity in
three cross sectional studies of British Children, 1974–94. BMJ. 2001;322:
24–26

4. de Onis M, Blossner M. Prevalence and trends of overweight among
preschool children in developing countries. Am J Clin Nutr. 2000;72:
1032–1039

5. Bundred P, Kitchiner D, Buchan I. Prevalence of overweight and obese
children between 1989 and 1998: population based series of cross sec-
tional studies. BMJ. 2001;322:326–328

6. Freedman DS, Shear CL, Burke GL, et al. Persistence of juvenile-onset
obesity over eight years: the Bogalusa Heart Study. Am J Public Health.
1987;77:588–592

7. Freedman DS, Dietz WH, Srinivasan SR, Berenson GS. The relation of
overweight to cardiovascular risk factors among children and
adolescents: the Bogalusa Heart Study. Pediatrics. 1999;103:1175–1182

8. Schwimmer JB, Burwinkle TM, Varni JW. Health-related quality of life
of severely obese children and adolescents. JAMA. 2003;289:1813–1819

9. Latner JD, Stunkard AJ. Getting worse: the stigmatization of obese
children. Obes Res. 2003;11:452–456

10. Power C, Lake JK, Cole TJ. Measurement and long-term health risks of
child and adolescent fatness. Int J Obes Relat Metab Disord. 1997;21:
507–526

11. Guo SS, Wu W, Chumlea WC, Roche AF. Predicting overweight and
obesity in adulthood from body mass index values in childhood and
adolescence. Am J Clin Nutr. 2002;76:653–658

12. Gunnell DJ, Frankel SJ, Nanchahal K, Peters TJ, Smith GD. Childhood
obesity and adult cardiovascular mortality: a 57-y follow-up study
based on the Boyd Orr cohort. Am J Clin Nutr. 1998;67:1111–1118

13. Must A, Jacques PF, Dallal GE, Bajema CJ, Dietz WH. Long-term mor-
bidity and mortality of overweight adolescents: a follow-up of the
Harvard Growth Study of 1922 to 1935. N Engl J Med. 1992;327:
1350–1355

14. Hill JO, Peters JC. Environmental contributions to the obesity epidemic.
Science. 1998;280:1371–1374

15. Kumanyika SK. Minisymposium on obesity: overview and some stra-
tegic considerations. Annu Rev Public Health. 2001;22:293–308

16. Brownell KD, Horgen KB. Food Fight: The Insider Story of the Food
Industry, America’s Obesity Crisis, and What We Can Do About It. New
York, NY: Contemporary Books/McGraw-Hill; 2004

17. Bray GA. Predicting obesity in adults from childhood and adolescent
weight. Am J Clin Nutr. 2002;76:497–498

18. Cole N. The Prevalence of Overweight Among WIC Children WIC-01-
PCOM. Alexandria, VA: US Department of Agriculture, Food and Nu-
trition Service, Office of Analysis, Nutrition and Evaluation; 2001

19. Garn SM, Clark DC. Trends in fatness and the origins of obesity.
Pediatrics. 1976;57:443–456

20. Garn SM, Cole PE, Bailey SM. Living together as a factor in family line
resemblances. Hum Biol. 1979;51:565–587

21. US Department of Agriculture, Food and Nutrition Service, Office of
Analysis, Nutrition and Evaluation. WIC Income Eligibility Guidelines.
Available at: www.fns.usda.gov/wic/incomeeligguidelines03-04.htm.
Accessed June 15, 2003

22. Fox HB, McManus MA, Schmidt HJ. WIC Reauthorization: Opportunities
for Improving the Nutritional Status of Women, Infants, and Children. Na-
tional Health Policy Forum Background Paper. Washington, DC:
George Washington University; 2003

23. US Department of Health and Human Services, Health Resources Ser-
vices Administration, Maternal and Child Health Bureau. Growth
Charts Training. Available at: depts.washington.edu/growth. Accessed
June 15, 2003

24. Centers for Disease Control and Prevention. A Guide to Pediatric Weight
and Measuring. Atlanta, GA: Centers for Disease Control and
Prevention; 1981

25. Centers for Disease Control and Prevention. Enhanced Pediatric Nutrition
Surveillance System (PedNSS) Manual. Atlanta, GA: Centers for Disease
Control and Prevention; 1994

26. Overpeck MD, Hediger ML, Zhang J, Trumble AC, Klebanoff MA. Birth
weight for gestational age of Mexican American infants born in the
United States. Obstet Gynecol. 1999;93:943–947

27. Zhang J, Bowes WA Jr. Birth-weight-for-gestational-age patterns by
race, sex, and parity in the United States population. Obstet Gynecol.
1995;86:200–208

28. Kuczmarski RJ, Ogden CL, Guo SS, et al. 2000 CDC growth charts for
the United States: methods and development. Vital Health Stat 11.
2002;11(246):1–190

29. WHO Expert Committee. Physical Status: The Use and Interpretation of
Anthropometry. Geneva, Switzerland: World Health Organization; 1995

30. Barlow SE, Dietz WH. Obesity evaluation and treatment: expert com-
mittee recommendations. Pediatrics. 1998;102(3). Available at:
www.pediatrics.org/cgi/content/full/102/3/e29

31. American Academy of Pediatrics. Guidelines for Perinatal Care. 5th ed.
Elk Grove Village, IL, and Washington, DC: American Academy of
Pediatrics and the American College of Obstetricians and
Gynecologists; 2002

32. Harris HE, Ellison GT. Practical approaches for estimating prepregnant
body weight. J Nurse Midwifery. 1998;43:97–101

33. Zhang J, Yu KF. What’s the relative risk? A method of correcting the
odds ratio in cohort studies of common outcomes. JAMA. 1998;280:
1690–1691

34. Bartlett S, Olvera R, Gill N, Laramie M. WIC Participant and Program
Characteristics 2000, WIC-02-PC. Alexandria, VA: US Department of
Agriculture, Food and Nutrition Service, Office of Analysis, Nutrition
and Evaluation; 2002

35. Parsons TJ, Power C, Manor O. Fetal and early life growth and body
mass index from birth to early adulthood in 1958 British cohort: longi-
tudinal study. BMJ. 2001;323:1331–1335

http://www.pediatrics.org/cgi/content/full/114/1/e29 e35
 by on November 24, 2008 www.pediatrics.orgDownloaded from 

http://pediatrics.aappublications.org


36. Laitinen J, Power C, Jarvelin MR. Family social class, maternal body
mass index, childhood body mass index, and age at menarche as pre-
dictors of adult obesity. Am J Clin Nutr. 2001;74:287–294

37. Stettler N, Tershakovec AM, Zemel BS, et al. Early risk factors for
increased adiposity: a cohort study of African American subjects fol-
lowed from birth to young adulthood. Am J Clin Nutr. 2000;72:378–383

38. Stunkard AJ, Berkowitz RI, Stallings VA, Cater JR. Weights of parents
and infants: is there a relationship? Int J Obes Relat Metab Disord.
1999;23:159–162

39. Chagnon YC, Rankinen T, Snyder EE, Weisnagel SJ, Perusse L, Bou-
chard C. The human obesity gene map: the 2002 update. Obes Res.
2003;11:313–367

40. Whitaker RC, Dietz WH. Role of the prenatal environment in the
development of obesity. J Pediatr. 1998;132:768–776

41. Oken E, Gillman MW. Fetal origins of obesity. Obes Res. 2003;11:496–506
42. Kraemer HC, Stice E, Kazdin A, Offord D, Kupfer D. How do risk

factors work together? Mediators, moderators, and independent, over-
lapping, and proxy risk factors. Am J Psychiatry. 2001;158:848–856

43. von Kries R, Toschke AM, Koletzko B, Slikker W Jr. Maternal smoking
during pregnancy and childhood obesity. Am J Epidemiol. 2002;156:
954–961

44. Power C, Jefferis BJ. Fetal environment and subsequent obesity: a study
of maternal smoking. Int J Epidemiol. 2002;31:413–419

45. Vik T, Jacobsen G, Vatten L, Bakketeig LS. Pre- and post-natal growth in
children of women who smoked in pregnancy. Early Hum Dev. 1996;45:
245–255

46. Montgomery SM, Ekbom A. Smoking during pregnancy and diabetes
mellitus in a British longitudinal birth cohort. BMJ. 2002;324:26–27

47. Grove KL, Sekhon HS, Brogan RS, Keller JA, Smith MS, Spindel ER.
Chronic maternal nicotine exposure alters neuronal systems in the
arcuate nucleus that regulate feeding behavior in the newborn rhesus
macaque. J Clin Endocrinol Metab. 2001;86:5420–5426

48. Jo YH, Talmage DA, Role LW. Nicotinic receptor-mediated effects on
appetite and food intake. J Neurobiol. 2002;53:618–632

49. Eriksson JG, Forsen T, Tuomilehto J, Winter PD, Osmond C, Barker DJ.
Catch-up growth in childhood and death from coronary heart disease:
longitudinal study. BMJ. 1999;318:427–431

50. Adair LS, Cole TJ. Rapid child growth raises blood pressure in adoles-
cent boys who were thin at birth. Hypertension. 2003;41:451–456

51. Huxley RR, Shiell AW, Law CM. The role of size at birth and postnatal
catch-up growth in determining systolic blood pressure: a systematic
review of the literature. J Hypertens. 2000;18:815–831

52. Whitaker RC, Wright JA, Pepe MS, Seidel KD, Dietz WH. Predicting
obesity in young adulthood from childhood and parental obesity.
N Engl J Med. 1997;337:869–873

e36 PREDICTING PRESCHOOLER OBESITY AT BIRTH
 by on November 24, 2008 www.pediatrics.orgDownloaded from 

http://pediatrics.aappublications.org


DOI: 10.1542/peds.114.1.e29 
 2004;114;e29-e36 Pediatrics

Robert C. Whitaker 
 Pregnancy

Predicting Preschooler Obesity at Birth: The Role of Maternal Obesity in Early

 & Services
Updated Information

 http://www.pediatrics.org/cgi/content/full/114/1/e29
including high-resolution figures, can be found at: 

 References

 http://www.pediatrics.org/cgi/content/full/114/1/e29#BIBL
at: 
This article cites 39 articles, 26 of which you can access for free

 Citations

 s
http://www.pediatrics.org/cgi/content/full/114/1/e29#otherarticle
This article has been cited by 13 HighWire-hosted articles: 

 Subspecialty Collections

 m
http://www.pediatrics.org/cgi/collection/nutrition_and_metabolis

 Nutrition & Metabolism
following collection(s): 
This article, along with others on similar topics, appears in the

 Permissions & Licensing

 http://www.pediatrics.org/misc/Permissions.shtml
tables) or in its entirety can be found online at: 
Information about reproducing this article in parts (figures,

 Reprints
 http://www.pediatrics.org/misc/reprints.shtml

Information about ordering reprints can be found online: 

 by on November 24, 2008 www.pediatrics.orgDownloaded from 

http://www.pediatrics.org/cgi/content/full/114/1/e29
http://www.pediatrics.org/cgi/content/full/114/1/e29#BIBL
http://www.pediatrics.org/cgi/content/full/114/1/e29#otherarticles
http://www.pediatrics.org/cgi/collection/nutrition_and_metabolism
http://www.pediatrics.org/misc/Permissions.shtml
http://www.pediatrics.org/misc/reprints.shtml
http://pediatrics.aappublications.org

